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Manulife Group Benefits
Enrolment or Re-enrolment Application
Please print clearly in dark ink using CAPITAL LETTERS.

Section 1 is to be completed by the plan administrator. The remaining sections and Beneficiary Deslgnation form are to be completed by the

plan member. ‘
44 |\ L%! ?ﬂ }lt@“lan contract number
A T

T

1 Plan sponsor m&kﬂ
statement Plan sponsor name !

Billing division Account/Division numb: Plan member's certificate number
Do you want the waiting period added o the hire date? (OYes (O No Permanent hire date (ddlmmmlyyyymm
) Re-hire date (dd/mmm/yyyy) If a re-hire, date previcus employment ended (dd/mmm/yyyy)
=78 Qrg&\'rw%e A Tl f_\ e ) ' o
Occupation ¢ ¢ Class Hours worked/week 27, > Salary $ ) (4] 1OCR Frequency _ 7N

| certify that the plan member listed below Is actively at work al
a normal work schedule of at least the set minimum hours pi

eir usual place of employment in Canada. Actively at work means the plan member works

stated In the plan contract over a 52 week peried including paid vacation.
Date (dd/mmmlyyyy) _QMP

Is evidence of insurability required? (O Yes mo (in order to determine If evidence of insurabllity Is required, please refer to
your contracl.)
If yes, please complete form GLOOO4E and send to Manulifs for processing.

Plan administrator signature

2 Plan member . \ 1
. : i s .
information  ian member's last name F d, d £ First name C ecalla \
Date of birth (dd/mmm/yyyy) ‘2 ELL “I ) léﬂ Gender (OMale @ Female Province of residence i 2! \ ! ari
To be completed by
employee Language @ English (O French Do you have a spouse? (married, common law or eivil unien?) (O Yes (O No

a ::ia(;:_ :;:mher Address (number, street, apt.) I"’“ g,}& pp (Lr“‘ S'\—reej-
City—rhl_’!f\‘/j'P ' ‘%()\ Province ‘ 2[ t[ Postal code /B \E b

4 For Quebec residents (age 65 or over) Are you parlicipating in the RAMQ drug plan? (OYes (ONo
5 Application for g, plans allow refusal of certain benefits if the plan member has coverage under their spouse’s plan. If you wish to add coverage at
coverage a later date, you may reapply for these benefits at which time satisfactory medical evidence may be required.
| am applying for Extended Health Care for | am applying for Extended Dental Care for
(O Myself only () Myself only
@ Myself and 1 dependant (child or spouse) @ WMyself and 1 dependant (child or spouse)
(O Myself and 2 or more dependants (spouse and children) () Myself and 2 or more dependants (spouse and children)
(O None, because my spouse has coverage () None, because my spouse has coverage

Are you applying for Dependant Life? @ Yes (ONo Dependant Life may be mandatory. Refer to the palicy detalls.

6 C:grdlﬂﬂation This section is required if you are applying for coverage on your dependants.
of benefits Do you or your dependants (spouss and/or children) have benefit coverage under another benefits plan? (O Yes ﬂl\lo
If yes, please provide the following details: Name of other insurer
Insured’s last name First name Date of birth (dd/mmm/yyyy)
Effective date of coverage (dd/mmm/yyyy) Identification/certificate number Policy number
Please indicate type of coverage under other plan: Extended Health Benefits Dental Care
O single O single
In cases where the information Is not complete a Coupl Couple
détault value will be applied. O Couple Q) Cowp
() Family O Family
(O MNone (O None

Continued on the next page
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7 Dependant Gumplete [he following section If the plan Incliudes hezith andlor dental coverage end you have nol refused benefils for your dependanis

Information in Seclian 5 Application for coverage.

Spouse Last nama Flrst name Date of birth (dd/mmmiyyyy) -
If there Is not enough
room to list your Gender (OMale (Female  Ifcommon law, please provide the effeclive date of cahabltation {ddfmmmiyyyy)

dependants, attach
de?al[s onaseparate  “Toapply for over-age disabled dependant coverage, please complate form GLOSI4E,

shaet.
Gender Over-age Over-age
Last name Flrst name Date of birth (dd/mmmiyyyy) Male Female studer?t dfsahlsgd
l (~‘ l a dependant™
Fiodldler lordia ollonldy & o e 0
0] O O O
O O O O
O O O O
8 Direct deposit
Translt number
Complete the following —
sectionfyouwould  Inglltution number ] B - ,
like to sign up for direct  PHie BOLIFReELOL 0004 ImO01 55 40
deposit of your claim { | i T T
payments, Bank account number Transit number  Institulion number  Account number

Electronic clalm By providing your ermall address, you will recelve an inviiation to raglster for an online mamber account,

statement
Work emal! address Personal emall address

9 Authorizaticn and consent

1 hareby apply for coverage (“Coverage"} under the Group Banalits plan Issued o my plan sponsor by Manulife Financial ("Menulife™.  understand that
certaln aspects of such Covsrage may extand fo my spousa and eligibla dependants (collectively, “Dependants™), leortify that the Informetion In this form Is
true and complete to tha best of my knowledge. Lunderstand that as the applicant, 1t Is my rasponsibility to ensure that any further verbal or wrilten statemant
provided by me, andfor my Dependants, In the future Is trus and complate to {he best of our knowledge. Lacknowledge and aares that this Coverage or any
portion ot this Coverage, and future clalms thersunder may be denled or terminated as a resull of the provision of false, incomplets, or misteading information,
Laythorize Manullfe to collect, use, malntain and disclose persanal information relevant to this application {"Information™} for the purposes of Group Benefita
plan administration, audit, assessmant, investigation, clalm management, underwriting and for determining plan eligibility (Purposes”). | authorize any person
or organization with Infarmation, Including any medical and health professionals, facilities or praviders, professional regulatory bodies, any amployer, group
plen administrator, insurer, investigative agency, and any administrators of other benefits programs to collect, use, maintaln and exchange this Information with
each other and with Manulife, s reinsurers and/or its service providars, for the Purposes. | am gutherfzed by my Depandants to consent {o this Authorization,
on thelr behalf as if they were signing It themselves, and to disclose and receive their Information, for the Purposes. | authorize my plan sponsor to make
deducfions from my pay for my Group Benefits plan, if applicable, L authorize the use of my Soclal Insurance Number (“SIN"} for the purposes of ldentification
and administralion, if my SIN Is used as my plan member certificate number, Lagree a photocopy or electronlc version of this autharization is valid,

I applicable, Lauthorize Manulife to deposit all payments {"Payments™) due to me from the above raferenced Group Benefits policy ("Policy™), Into the bank
account ("Account’) thal 1 have Identified an this form. | gonflrm that this direct bank daposit authorization applles to the financial InsUtution hereln named by

me and any othar financlal Institulion | choose to narne In the future; and shall remain valid untll ravoked In writing by me, or my duly authorized repragsntaiive,

n that upon the deposit of any Payment(s) into the Account, Manuilife is fully disoharged from any further liability with respact to such
Paymenl(s). that Manulife may, at any time and without prior notice, discontinue the direct daposit of Payment(s), as requested
herein, and require my personal written endorsement relating to future Payment(s), res thal any Payment(s) made by

Manulifa Into the Account, to which | am not entitled, elther by coniract ar by law, shall not farm part of riy property, and shall be Immediately rafunded to
Mantudife, elther by me or by representatives of my estats.

If applicable, | authorize Manulife ta earrespond with ma through the emall address identified on this form regarding my Coverage, for the Purposes. |
understand such comespondence may cantain Information; and that the Information is baing sent in a manner that i not guaraniead as a securad theans of
cotnmunication. | ggree that Manulife Is not liable for damages which | may Incur as a resull of interception by a third party of an emall transmission sent by
Manulife or by me pursuant lo this authorization, | agree shoutd the emall address identifiad cit this form change that [ am respansible for updaling tha email
address maintained by Manulife. | undergtand that if 1 do not wish ta receive smails from Manlife, I can remove my emaill address anline or by conlacting the
Customer Senvice Center.

Lunderstand that any Information provided to or callected by ManulHe in accordance with this authorizalion, wilt be kept In a Group Bensfits life, hesith or
disabliity file. Access to my Information will be mited to:

*+ Manutife employees, representatives, reinsurers, and service praviders in the performanca of their jobs,

* persons to whom [ have granfed access: and

= persons authorlzed by law,
1 have the righl to request accass to the personal Infarmation In my file, and, where appropriate, to have any Inaccurate Information comracted.

1 acknowlgdqe that more speciiic detalls regarding how and why Manulife coliects, uses, maintalns, and discloses my personal Information can be found In
Manulife’s Privacy Polley ?\dfrlmcy Infarmation Packaﬂavailabra at .manulife.ca/planmember, or fram my Plan Sponsor,
-

Plan member signature /{ Date signed (dd/mmmfyyyy)

17

10 Mailing instructions  Plan Member Admihistration
Manutlife FInanclal
PO BOX 11008, STN CENTRE-VILLE
MONTREAL QC H3C 478
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m Manu]jfe Please see reverse for asaistance in completing this form.

Send the completed form to: Plan Member Adminlstration
Manulife Financial

)

Group Benefits PO BOX 11008, STN GENTRE-VILLE
MONTREAL QC H3C 478
Beneficiary Designation Eax: 1-877-7334233

All sactions of this page should ba completed as it will replace any prior designations.

Flan contract number Flan member certificste number

1 Plan member information Flﬂnsmll-’wf"ame

Legal

Nishnawbe Naton Legat
2 AV (e il
Plan member name {last, firat and middla Inital) Province of residence Date of birth {de/mmmiyyyy)

Frddler— Cs @ - Hwu atlolsg

Data of birth (dd/mmmiyyyy) | Relationship o plan membar

Cllezlgi] Son

2 Primary beneficlary

Name of beneficiary (last, first and middle initial)
List all primary heneficlaries for

T -—'_—
dler Samsoend
Baslz Lifa zndfor Basic Accidenta) Date of blrth (dd!rmm‘wm Relationship to plan member
Death. 21 'IDIO‘? 9o Son 50 %

Parcantagas must total 100% to Name of beneflciary (Iast, Tirst and middie initlal} Date of birth (ddfmmmfyyyy) | Relationship to plan member | Percantape
be valld.

Irravocability For Quebec rosldents only
In Qushec, the designation of your spouse as beneficlary Is lrrevocable
unlass athanwise speclfied,
It spouse |s beneficlary, the designalion is:
(» Revocable () Irevocable
H MNama of beneficlary (last, first and middle nitfal) Date of birth {dd/mmnvyyyy) § Relationshlp to plan member |Parcaniage
3 Optfional coverage
(if applicable) %
Plan contract numbear Name of kenaficiary (last, first and middle Inilial) Date of hirth (dd/mmayyyy) | Relationship to plan member [Parcentage
%
List all boneficiaries for Optional Nama of benaficiary (last, first and middle nitial) Data of bisth (dd/mrm/iyyyy) | Relationship to plan member |Percentage
Lifa and/or Optional Accidental %
Dealh.
For Quebec resldents only
frrevocability In Quebec, the designation of yeur spouse as bepeficiary is irrsvocable
unfess olharwisoe spacifisd.
If spouse Is benaficiary, the designation is:
(O Revocable () Irravocable

4 Contingent beneficiary

Name of contingent benaficiary {fast, first and middle inltial) Data of Biih (dd/mmmlyyyy) [ Relationship to plan member

Retallonship to plan member

Name of contingent heneficlary (ast, firat and middle inftial) Date of birth {dd/mmmfyyyy)

& Trustee appointment

Complate if any beneficiary named
is under the age of majority.

1appoint as Trustes o racelve any amount due lo
any beneficiary under the age of majority (not applicable in Quabac).

Lhershy revoke any previous beneficlary designations in refation to my foragolng coverage(s) and designate the
person(s) named above.

Al Manulife Elnanclal, we know that confidentiality of parsonal information is Important, Any Information you provide
to us will ba kept in a Group Life and Health Benafils flle. Access to your information will be limited to:

6 Declaration and
authorization

Pue to the legal significance of

benefici ]
ﬁes;gﬁfﬁf,,"nffs’i“,jgt;“g,ﬂ‘;g‘ asnd » our employees and service representatives In the performance of thelr jobs;
dated 1o be valid. = persons to whom you have granted access; and

« persons authorized by law.
You have the right to request access to the personal Information in your file and, if necessary, correct any inaccurate
information.

Lagknowlgdas thal more detailed information concaming how and why Manulife Financial collects, uses and
d:sc[oses ray personal information ks avallable at www.manullfe.ca/planmember, or by requesting a copy from my
plan spansor.
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A copy, Tax, scan of iImage of the
beneficiary designation In this form
iz as valid as the original.

Date signed {dd/mmmfyyyy}




Manulife Financial assumes no responsibility for the validity or sufficiency of the content provided by you. The items ‘you'
and ‘yours’ refer to the plan member, the term "Plan Sponsor” refers to the entity that offers the group benefits plan, such as

an employer.

What is the purpose of a beneficiary?

If you intend for some or all of your death benefit to go ta specific individuals, it is important to make sure that you plan ahead
and select those beneficiaries. Having an up-to-date beneficiary designation will make this possible by listing your primary

and contingent beneficiaries and intended allocations.

Beneficiary: the person, peopls or entity who will receive any death banefit from the basic or optional coverage you have
selected through your group benefits plan that becomes payable upon your death. Basic and optional beneficiaries may differ.

Types of beneficlary - Primary vs. Contingent

Primary: the person, people or entity you choose to receive the death benefits. If you choose more than one beneficiary,
you will need to indicate what percentage of the benefit you would like each person to receive. When muttiple primary
beneficiaries are named, the total of the percentages allocated to each primary beneficiary must add up to 100%.

Contingent: the person, people or entity you designate o receive the death benefits if all of the primary beneficiaries die
before you. If you select more than one contingent beneficiary, the benefit will be split evenly between the contingent

beneficiaries.

What happens to the death benefit when...

The primary beneficiary dies before you and no contingent
beneficiary is named.

The death benefit will be paid to your estate.

The primary beneficiary dies before you, but there is a
contingent beneficiary(ies) designated.

The benefit will be paid to the contingent beneficiary(ies).

You assign two primary beneficiaries, and one beneficiary
dies before you, and you have not updated your Beneficlary

The entire death benefit that would have been paid to the
deceased beneficiary will be pald to the surviving primary

Form infarmation.

beneficiary.

Irrevocable vs. Revocable

Irevocable: the beneficiary you choose cannat be changed without the written permission of that individual.

For example, if you choose your spouse or partner to be the designated beneficiary and you end up separating, you will not
be able to change the beneficiary designation without a completed release form from them.

In Quebec, naming your spouse (must be a civll union) as a beneficiary automatically means that he/she is an
irrevocable beneficiary, unless you specify otherwise or divorce.

Revocable: A revocable beneficiary means thaf the beneficiary you choose can be changed at any time without the
permission of that individual.

For example, if you choose your spouse or partner to be the designated beneficiary and you end up separating, you can then
change that beneficiary designation without asking for that person’s permission.

Naming a minor as a beneficiary

if a benefit becomes payable to a minor who is named as a primary or contingent beneficiary, the benefit can only be paid
on behalf of the minor to a trustee or guardian for property, otherwise It will be paid into court to be held until the beneficiary
has reached the age of majority for your specific province. It is important therefore, if you are choosing a beneficiary who is a
minor at the time of the designation to also name a trustee.

if you are a Quebec resident, the parents are considered tutors of their child.

If a minor has been designated as an irrevocable beneficiary, the policy is automatically frozen until the beneficiary has
reached the age of majority for your specific province. A parent, guardian or trustee cannot consent to a beneficiary change
on behalf of a minor.

Minor: a person named as a beneficiary who is under the age of majority for your specific province.

Trustee: a person appointed by you to hold the minor’s proceeds in trust until the minor reaches the age of majority for your
specific province.

Tutor: a tutor acts like a trustee.
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